DISABILITY EVALUATION
Patient Name: Stevens, Jonathan
Date of Birth: 08/26/1977
Date of Evaluation: 10/04/2023
CHIEF COMPLAINT: A 46-year-old male referred for a disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 46-year-old male with history of congestive heart failure, left ventricular ejection fraction of 12%, recurrent edema, sleep apnea, diabetes, and morbid obesity who is referred for evaluation. Today, he reports dyspnea at less than half a block. He has easy fatigability. He notes that symptoms have been present for the last five to six years. He further reports substernal chest pain which is worsened with activity.
Chest x-ray revealed moderate to severe cardiomegaly or pericardial effusion and mild pulmonary congestion.
Transthoracic echo on 10/04/2022, revealed markedly dilated left ventricle with ejection fraction 35-40%. Mitral valve and tricuspid valve revealed mild regurgitation. Aortic valve was noted to be normal.
PAST MEDICAL HISTORY:
1. Congestive heart failure.

2. Diabetes.

3. Hypertension.

4. Sleep apnea.

PAST SURGICAL HISTORY: Testicular surgery. He most recently underwent CT angio 09/18/2022. This revealed a small right pleural effusion, ground-grass density without consolidation.
CURRENT MEDICATIONS: Furosemide 40 mg one b.i.d., metformin 850 mg one b.i.d., carvedilol 12.5 mg one b.i.d., and losartan 50 mg one daily.

ALLERGIES: MORPHINE.
FAMILY HISTORY: Father and uncles all had heart disease. A brother died of congestive heart failure at age 42.
SOCIAL HISTORY: He notes occasional cigarette and marijuana use. He denies drug use.
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REVIEW OF SYSTEMS:
Constitutional: He had no weight gain or loss.

HEENT: He has decreased hearing in the left ear.

Neck: He has stiffness, decreased motion and pain.

Respiratory: He has dyspnea.

Cardiac: As per HPI.

Genitourinary: He has frequency and hesitancy.

Neurologic: He has dizziness.
Psychiatric: He has depression.

Review of systems is otherwise unremarkable.

PHYSICAL EXAMINATION:
General: He is a morbidly obese male who is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 142/101, pulse 102, respiratory rate 20, height 70”, and weight 407.6 pounds.

Abdomen: Obese and nontender. No masses noted.

Extremities: 3+ pitting edema with bullous formation.
Skin: Noted to be dry.

IMPRESSION: This is a 46-year-old male with history of congestive heart failure. Initial left ventricular ejection fraction was noted to be 12%. The patient underwent echocardiogram in October which revealed left ventricular ejection fraction of 35-40%. He is seen approximately one year for that previously reported echocardiogram. He underwent repeat echocardiogram which once again demonstrates overall decreased left ventricular systolic function with ejection fraction of 30-35%. Systolic function is noted to be severely impaired. There is trace mitral regurgitation and trace tricuspid regurgitation. Aortic valve is noted to be normal. The patient is felt to be unable to perform tasks requiring significant lifting, pushing or bending. He has significant disability as related both to his obesity and underlying cardiac dysfunction. He is unable to push, pull, or lift for any extended period. Functionally, he is classified New York Heart Association Class III.
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